bulatory care settings, certain persons are frequent attenders, report multiple symptoms and recurrent distress, and utilize a high percentage of the resources of the health care system (Andersen, 1977; Hinkle, 1958; Densen, 1959; Collyer, 1979; McFarland, 1985) . The assessment process is particularly important with this group because of their tendency to ask for help with psychosocial problems by presenting physical symptoms (Balint, 1959; Barsky, 1979 Barsky, ,1981 Katon, 1984a; Lipsett, 1978; Whitney, 1981) . Unless a careful psychosocial history is elicited, high utilizers may not have their needs met and may be prone to a chronic cycle of high utilization and iatrogenic illness from treatments, medications, and testing (Drossman, 1978; Katon, 1984a) .
Occupational health settings, as any ambulatory setting, have high utilizers. Often it is the nursing staff who are most aware and have the most interaction with these clients. Therefore it is especially important that the nurse understand the dynamics of this behavior and do an adequate assessment.
This article will review the variables in help seeking so that the normal variations are understood, discuss the factors related to high utilization of ambulatory/outpatient services, and suggest a process of assessment which occupational health nurses may use with high utilizers.
The assessment process is particularly important with this group because of their tendency to ask for help with psychosocial problems by presenting physical symptoms.
FACTORS RELATED TO UTILIZATION
Large multivariate studies (Andersen, 1979) have suggested that sex, age, and access to care are important variables in the use of services. Women, the very young and the very old, and those with easy access to services tend to use more. The most important factor found in these studies was the amount of illness. Mechanic (1979; 1982) has pointed out that these studies contradict the smaller, more process oriented psychosocial studies on use of services. He noted that these studies showed other variables to be related to utilization: introspection; low self esteem; social class; social support; ethnicity; psychiatric diagnoses; and psychological distress/ stress.
Mechanic suggested that the studies which found psychosocial variables to be as important were taking into consideration that reports of ill-ness are dependent on "illness behavior" or "the ways in which given symptoms may be differentially perceived, acted (or not acted) upon by different people" (Mechanic, 1961) . He argued that persons vary in their response to symptoms because of prior learning in their families, dominant cultural expectations, prior illness experience, and their model of bodily functioning. Every individual will therefore behave differently when confronted with a symptom or set of symptoms.
Zola (1973) noted that it is important for health care providers to remember these individual differences discussed by Mechanic. He argues that most providers assume that help seeking is a rational response based on serious and frequent symptoms. He reminds us that "Virtually every day of our lives we are subject to a vast array of bodily discomforts. Only an infinitesimal amount of these get to a physician. Neither the presence nor the obviousness of symptoms, neither their medical seriousness nor objective discomfort seem to differentiate those episodes which do or do not get professional treatment" (Zola, 1973) .
Zola also suggested that certain triggers are related to seeking help: interpersonal crises; symptoms that interfere with personal/social relations; sanctioning of a visit by the social network; symptoms that interfere with work or play; or reaching a self-imposed time limit to have an evaluation of a lingering symptom.
In a more recent research project, Verbrugge (1985) found other triggers: bad moods and "troubles" of any kind for 2 days. It is therefore quite possible that a variety of factors, many of them psychosocial, will determine whether a visit is made for a symptom. The most important factor may be the context in which the symptom is found. Most persons have a variety of symptoms all the time, but do not attend to them, worry about them, or seek care for them unless other personal and/or social factors heighten their awareness and concern.
THE HELP SEEKING PROCESS The process of utilization can be viewed more broadly as a process of internal decision making about symptoms and illness, which is influenced by both personal and social factors. The decision that a symptom is important is, however, only the first step. Freidson (1960) pointed out that once an individual has decided to seek help, the person then consults "a network of potential consultants, from intimate and informal confines of the nuclear family through successively more select, distant and authoritative lay[persons], until the 'professional' is reached." One study (Berkanovic, 1982) supported this, finding that when persons thought their symptom was important, 65% would seek professional care, but when their network also advised it, 86% sought care. Gottlieb (1976) added that this lay network not only gives advice about symptoms and use of professional services, but also about possible treatments. McKinlay (1980) noted that the help seeking process actually has six phases: onset of the problem; response to symptoms; lay consultation and treatment; expectation of the professional encounter; encounter; response to the encounter. Often this process is not evident to the professional, who may assume that the client came directly for care when the symptom occurred.
Evaluation by the nurse of the process that has occurred prior to the visit to the health service is a first step in determining the needs of clients when they arrive. The nurse also may realize that the visit is the first step in the person's ongoing care and consultation process that will continue after the visit as well.
HIGH UTILIZERS OF SERVICES
Writing and research on frequent users of health care services have often noted a relationship between stress and/or psychological distress and use of services. Balint (1957) , in his classic book on illness behavior, suggested that some persons who visit physicians do so as a way of coping with problems in their lives. "They present with a symptom or variety of symptoms until they settle down into an illness that is agreeable to the physician and patient. They seek comfort, reassurance, and support." Similarly, a longitudinal study of workers in industry (Hinkle, 1958; Hinkle, 1960) found that the frequently ill had more life difficulties.
In a student health situation, Mechanic (1961) found that students with high stress were more likely to use the services. A study in an HMO (Tessler, 1976) found that members with psychological distress had a higher utilization rate. Another study, this one in a private family practice, revealed that prior to the onset of a major depression, clients had an increase in office visits, home visits, and hospitalizations and presented symptoms in multiple systems (Widmer, 1978; . Of related importance is that, although depression is the most common diagnosis in primary care practice, it often goes undetected (Katon, 1984a) .
A more recent study on high utilizers in an HMO (McFarland, 1985) found that the 13% of the long term adult members used 31% of the doctor's office visits, accounted for 35% of the hospital admissions, and 30% of the outpatient surgery. This group reported a high number of physical complaints, a high degree of psychological symptoms such as depression, and their health status as only poor or fair. It is unclear if these data should be interpreted to show that multiple illnesses lead to depression and distress as well as the reverse, but it is clear that the high utilizer has trouble with both physiological and psychological problems. This is an important fact for nurses to remember when dealing with high utilizers-often medical and psychological problems co-exist. For ex-arnIe, Barsky (1986) found that utilization correlated with: number of symptoms, depressive symptoms, and number of medical diagnoses. Interestingly, the number of symptoms did not correlate with the number of medical diagnoses and the researchers concluded that somatic symptoms were a powerful determinant of utilization, even after controlling for medical morbidity. They also found that depression, disease fear, and bodily preoccupation were important predictors of utilization. Barsky (1979; 1981; 1983) has argued that certain persons are high utilizers because they have a tendency to amplify symptoms, thereby being more aware of them and presenting to health professionals for exploration of them. He found that these persons had one or more of the following: high life stress, emotional distress, a psychiatric disorder, social isolation, a need for information and/or reassurance. He noted that it is extremely important for health professionals to explore these areas explicitly with clients, especially the high utilizers. Often these persons may not volunteer the information because they are unaware of the connection with their symptoms.
NURSING ASSESSMENT
Nurses become aware of high utilizers because of their frequent presence in the occupational health service with a variety of complaints. Most often they have been evaluated frequently for medical problems and have been found to be without organic illness or to be reporting a greater amount of distress than would be expected from their disease. Physicians often formally or informally refer to or collaborate with a nurse or nurse practitioner with these clients because of their frustration at not being able to help the client. They may feel that the nurse can assist by giving them attention. Often these clients are labeled "crocks" or "somatizers" (Drossman, 1978; Lipsett, 1978; Whitney, 1981) .
The first step in assessing the client is to determine if an adequate medical evaluation has taken place. Because of the numbers of complaints brought by high utilizers, it is helpful to have an ongoing process of physical evaluation, usually in a team relationship with a physician. (1980) One needs to remember that persons with psychological distress often have coexisting organic illness or are more prone to develop it (Eastwood, 1975; Shepard, 1981) . The nurse therefore should have ongoing awareness of potential physiological pathology while exploring the psychosocial assessment. The nurse should not assume that the client's concerns are totally psychosocial, although the assessment process in this article focuses on that.
Shortt (1986) has suggested that the second step in assessment of a person with multiple complaints who has been found to have little or no organic illness is to clarify if a serious somatizing disorder is present (Table 1) . He notes that, although uncommon in most ambulatory settings, it is useful to look for characteristics of a somatoform dis- American Psychiatric Association (1980) order (Table 2 ) such as somatization disorder (Table 3) or hypochondriasis (Table 4) . Referral for psychiatric evaluation would be appropriate if such a disorder is suspected when taking a history from the client. Shortt believes, however, that most of the clients in ambulatory facilities do not have these disorders, which are usually longstanding and involve severe and chronic symptomatology and disability. Rather, they have a tendency to somatize secondary to some of the factors discussed earlier which will be focused on in the remaining steps in the assessment.
The next step in the evaluation of the high utilizer is to determine if an underlying depression or anxiety disorder is present. This can be done by evaluating for symptoms of depression such as feelings of hopelessness, anorexia, irritability, tearfulness, insomnia, and suicidal ideation. Also important are symptoms of an anxiety disorder such as nervousness, restlessness, difficulty sleeping and eating, excessive worry and/ or reports of panic attacks. (For a review of the assessment of depres-sion, see Dreyfus, 1987 ; and for panic disorder see Giesecke, 1987) .
Also useful to explore are any significant changes, especially losses, in the person's social or work situations and problems at work, home, or in any significant relationships that may have precipitated the depression/anxiety. Although on careful questioning clients may report significant situational problems and/or losses, as well as symptoms of anxiety or depression, they may avoid talking about painful aspects of their lives and deny depression unless specifically asked (Lipsett, 1978; Brown, 1981; Katon, 1984a) .
Some researchers (Katon, 1982a; 1982b) have suggested that persons who present their depression through somatic symptoms lack a vocabulary to describe psychological distress, or consider expression of their distress to be a weakness. They use the symptom to ask for caring and relief of suffering in the only way that they know how to express it.
If a significant depression or anxiety/panic disorder are found in the evaluation, consultation and lor referral to a mental health care provider is appropriate with the client's permission. Often the referral process takes time, with the client preferring to be seen in the medical setting until it is clear to them that consultation may be helpful. Most often the client benefits from being seen, at least initially, in both settings and will feel abandoned if referred to a mental health care provider without any follow up with the nurse.
As noted earlier, many symptoms and reports of distress may be secondary to situational stressors or problems (Barsky, 1979) . The fourth step in the evaluation therefore is an exploration of current stressors at home or at the worksite. Most occupational health nurses are aware of the need for a worksite evaluation when many persons from the same area are seen in the health service. Similarly, a home or family evaluation may be appropriate when a history of multiple crises or problems in the family members is evident.
The question of why the symptom has appeared or become worse now is usually the next significant area in the evaluation (Brown, 1981) . Careful questioning about current losses, anniversaries of old losses, or changes in relationships or jobs is important. Similarly, careful questioning about the meaning of the symptoms and the expectation of the visit is important (Barsky, 1979) . Eliciting the process of self diagnosis and treatment not only makes clients feel that they are being listened to, but also aids in understanding their request and may clarify the issue. It also uncovers needs for information and reassurances if the client has misinterpreted a symptom.
This misattribution often is found when the client has been exposed to the illness or death of a friend, relative, or coworker and has become sensitized to the symptoms. Many people are reluctant to share their thinking for fear of seeming foolish, but statements such as "what do you imagine to be causing your symptoms?" or "most persons imagine some cause for their symptom" may encourage them to respond (Barsky, 1979) .
The role of the family/social network in encouraging the visit and expressing concern about the symptom should be explored also. If the network is highly concerned about the person for their own reasons or are anxious/depressed or distressed themselves, then they may be encouraging the person to seek help.
Exploration of the person's lay consultation network may uncover the agenda for the visit as well as clarify a need for information or reassurance. The exploration may also uncover recent loss of a loved one on whom the person has depended for advice and reassurance or that the person is socially isolated and has no lay network for advice and treatment.
SUMMARY
The reasons for high utilization of Roberts services are many and complex. They range from major, long-term psychiatric problems to a more general need for reassurance and information. This article has outlined the major psychosocial reasons for this pattern and offered an assessment for use by occupational health nurses.
The primary areas of assessment include: • Determine whether a somatization disorder may exist and refer for psychiatric consultation if the client meets the criteria. • Determine whether a history of symptoms of depression and/or an anxiety/panic disorder is present. • Explore any situational stresses or problems in the social or work environment. • Evaluate the meaning of the symptoms, expectations for the visit, and need for reassurance/ information. • Analyze the social network in relationship to the symptoms and the illness.
The occupational health nurse is in an excellent position to identify and assess the high utilizer of services. This assessment can lead to identification of the needs of the client so that an ongoing pattern of over-utilization does not occur. This process hopefully will decrease symptoms, need for testing, medication, and possible iatrogenic disease, and their costs to the client and the employer. Management of the care of the high utilizer over time is not addressed here. Rather, the beginning process of a careful assessment which is the first step in good management is outlined.
